Introduction
Childhood Sexual Abuse (CSA) is a topic with a long history in both psychiatry and psychology. In fact grand old theories such as Freud's Psychodynamic Theory, its predecessor the Seduction Theory, and Janet's Dissociation Theory were based on the investigation of hysteria in cases of sexual abuse. In those days sexual abuse primarily concerned women. The recent attention in the media for male victims of sexual abuse, particularly young boys having been molested by Catholic priests and very young children having been abused in crèches and being exposed on the secret internet websites of paedophile networks, has led after the second f e m i n i s t i c w a v e t o a r e n e w e d i n t e r e s t i n C S A and its adverse effects. Therefore in the forthcoming research the following questions will be raised:
What is the impact of severe CSA on alexithymia, dissociation and self? Do female subjects differ from male subjects on the impact of CSA?
In the theoretical part first the issue of credibility in relation to gender will be briefly discussed in a historical perspective. Sexual abuse is a criminal act and the credibility of a victim who accuses a perpetrator of sexual abuse has always been, and still is, a delicate subject in court. After having dealt with the literature on the impact of CSA upon alexithymia, dissociation and self the theoretical part will be concluded with some general findings on how the sexes cope with CSA, as no systematic studies have been conducted yet on gender differences in alexithymia, dissociation and self in CSA.
Gender and the issue of credibility
In contrast with female victims of sexual abuse from the 19 th century on up to the recent case of DSK (Dominique Strauss-Kahn) the credibility of war victims in the 1 st World War was www.intechopen.com Sexual Abuse -Breaking the Silence 76 not an issue of importance. There were no doubts on what had happened to them, because quite often there was a whole regiment of witnesses. However doubts existed on whether soldiers were really ill as they displayed a wide array of behavior that nowadays would be classified as conversion hysteria. Since Horowitz's (1976) introduction of the Theory of Stress Response Syndromes there has been a growing interest in the effects of exposure to traumatic events, and the systematic investigation of complaints reported by male survivors of war resulted in the description of Post Traumatic Stress Disorder (PTSD). However it took much longer before reports of CSA in women were taken seriously. Already from the end of the 19 th century reports on female sexual abuse were considered to be false sexual allegations ('sexuelle Falschanschuldigungen' in German, see Birnbaum, 1915) and in France it was called the phenomenon of the 'accusatrices hystériques' (see Garnier, 1903) . This tradition was kept alive when Psychoanalysis dominated the academic scene, as accounts of sexual abuse were simply treated as 'Oedipal Fantasies'. Hence, the term 'pseudologia phantastica' is firmly rooted in the history of CSA. Only quite recently, during the second feministic wave in the last two decades of the 20ieth century it was acknowledged by academic psychology that CSA really occurs and that the effects can be traumatic enough to meet the criteria of PTSD (see Finkelhor & Browne, 1985; Albach & Everaerd, 1992; Albach, 1993; Zeitlin et al., 1993) . However, the battle had not been won yet. In particular women with repressed memories of sexual abuse (those who experienced episodes of inability to recall the event) had a long history of being treated with great suspicion (Albach et al., 1996) . The last revival of this skeptic tradition (the abuse did not really happen) evolved after 1990 and was based on the idea of false or implanted memories created under hypnosis in psychotherapy (Ceci & Loftus, 1994; Loftus, 1993 Loftus, , 1997 . The foregoing on credibility illustrates well that war victims and CSA women have in common that both were accused of pretending or lying, however on different grounds. Soldiers were accused of lying about their illness; by malingering they tried to avoid being sent back to the deadly frontlines, while CSA women were accused of lying about what had happened to them, e.g. about the sexual abuse as an excuse or explanation for their current miserable psychological state (Crombach & Merkelbach, 1996) .
Until recently studies on CSA were almost uniquely based on women. Empirical studies on the impact of CSA in male victims were beyond the scope of the feministic perspective. However the numerous recent reports of male CSA victims within the Roman Catholic Church in the media inevitably had to lead to a shift of focus in this female-only approach. Comparisons between female and male victims are a logical consequence. It is striking that in all female cases fantasy-proneness or high suggestibility is used as a personality trait causing women to report such lies or false memories, while in the recent cases of male sexual abuse, in the media hardly any doubts on the credibility of the reports of the male victims has been expressed. It might be that under enormous political pressure from the media, the already badly wounded Catholic Church had no other way-out than to stand in a white sheet, and the priests, some of whom are still alive, lost their status of inviolability and as a consequence had to confess their misconduct. Although it cannot be denied that in some cases women do lie about or simulate sexual abuse (see the literature on false memories, for instance Yapko, 1994) , as by the way happens with many other events in court, it remains remarkable that even the second feministic wave has not been robust enough to prevent women from being accused of hysteria, making up stories or lying about sexual abuse, while the credibility of men reporting being molested by www.intechopen.com Gender Differences in the Impact of Child Sexual Abuse on Alexithymia, Dissociation and Self 77 priests apparently is not an issue of serious debate. If this line of reasoning is true then, even in the 21 st century the impact of sexual abuse for women is far greater than for men, as the credibility of women is even nowadays under debate. They are still considered to be liars, fantasy-prone, too emotional and therefore their credibility is dubious. The recent case of 'DSK' seems to confirm that 'pseudologia phantastica' still rules in court. This almost archetypal denigrated attitude towards women might also explain the negative self, commonly reported by victimized women (Russell, 1986). 3. Impact of CSA on alexithymia, dissociation, and self 3.1 Impact of CSA on alexithymia Alexithymia has been introduced by Sifneos and literally means 'wordless affect', indicating the incapacity to recognize and express the emotional experience in verbal forms. Sifneos (1973) came up with this term after observing that a great amount of patients suffering from psychosomatic complaints were not able to verbally express and describe their affective experience and also distinguish it from bodily sensations; such difficulty constituted only a part of a wider cluster of cognitive and affective characteristics also including restricted imagination characterized by a marked paucity of fantasy and a literal, utilitarian cognitive style that is externally oriented. This cluster of characteristics constitutes a major obstacle in the process of treatment and contributes to the failure of response to therapy (Sifneos, 1975) . Krystal (1988) was probably the first to emphasize that alexithymia is one of the sequelae of traumatic experiences. From research data evidence exists for the idea that psycho-traumata can indeed induce alexithymia (Hyer et al., 1990; Thomas et al., 1992; Berenbaum & James, 1994; Zlotnick, et al., 2001; Frewen et al., 2008) . Victims of both rape (Zeitlin et al., 1993) and CSA (Albach & Everaerd, 1992; Berenbaum, 1996; Cloitre et al., 1997; Moormann et al, 1997; Sher & Twaite, 1999; Bermond et al., 2008) are known to suffer from alexithymia. Milder forms of CSA are not always associated with alexithymia (Paivio & McCulloch, 2004; Kooiman et al., 2004; Modestine, Furrer, & Malti, 2005) .
Impact of CSA on dissociation
Pierre Janet (1889) was the first to describe the concept of dissociation as a result of his extensive work with hysteric patients. He referred to dissociation as a process involving the breaking down of those structures of the mind that are interconnected within a single stream of consciousness. More specifically, the mind is constructed by separate compartments constituting from emotions, cognitions and actions; however as a consequence of trauma, stress or weakness the breakdown of this stream of consciousness may occur as a result of the splitting of one of those structures from the rest. Such alternations then in those structures inhibit the normal integration of information to the components that are involved and induce alternations in memory and identity, promoting in such way the development of different kinds of dissociative disorders, depending on the severity of the symptoms (Putnam, 1993) . are considered to contribute to the enhancement of emotional disengagement from the traumatic event (Zlotnick et al., 1996; Irwin & Melbin-Helberg, 1997; Grabe, et al., 2000; Elzinga, et al. (2002) ; .
Impact of CSA on self
The first psychologist to develop a theory of self was William James (1890). According to his theory self consists of four integrated parts: the "spiritual self" (what we most truly seem to be), the "social self" (individuals and groups about whose opinion we care), the "material self" (material possession we see as part of us) and the "bodily self" (body image). These four selves combine to constitute each person's view of himself and his self-concept. Furthermore, James developed his theory as to the position a person holds in the world, which determines his self-esteem depending on his success or failure. Our perceptions of where we see ourselves standing in relation to others whose skills and abilities are similar to our own determine our inner feeling of self-worth.
Regarding self and CSA, Janoff-Bulman and Frieze (1983) argue that the trauma of victimization activates negative self-images. Victims see themselves as weak, helpless, needy, frightened and out of control. They are also apt to experience a sense of deviance. Therefore, effective coping with victimization requires not only coming to terms with a world in which bad experiences happen to one-self, but also restoring a damaged selfimage. Low self-regard, commonly found among victims of repeated sexual abuse is emphasized by Russell (1986) A survey done by Russell and co-workers (1986) shows that re-victimization is most of the time neither a one-time experience nor a rare occurrence, but more often extremely common. The kind of behavior displayed by the victim might be the reason why revictimization in children happens so often. Clinical accounts indicate that sexual offenders who don't know about a child's previous victimization may be experts at picking up cues of vulnerability, such as low self-image or a strong but unsatisfied need for affection and attention. Finkelhor and Browne (1985) have developed a theoretical model for analyzing child sexual abuse in terms of four trauma-causing factors: traumatic sexualization (i.e., a child's sexuality is shaped in a developmentally inappropriate and interpersonally dysfunctional fashion as a result of sexual abuse), stigmatization (i.e., negative connotations -e.g., badness, shame, and guilt, that are communicated to the child around the experiences and that then become incorporated into the child's self-image), betrayal (i.e., children discover that someone on whom they were vitally dependent has caused them harm), and powerlessness (i.e. the child's will, desires, and sense of efficacy are continually contravened). Finkelhor and Browne refer to these factors as traumagenic dynamics, and suggest that these factors alter children's cognitive and emotional orientation to the world, and create trauma by distorting children's self-concept, worldview, and affective capacities. 
Explorative part: Gender differences
Gender differences in alexithymia, dissociation, and self have been published in populations other than CSA. The general picture reveals higher alexithymia scores for men on the BVAQ (Vorst & Bermond, 2001 ). However, reports using the TAS, failed to demonstrate such gender differences in alexithymia (Parker, Taylor & Bagby, 1989) . While, in general men were found to be more alexithymic, women tended to be more vulnerable to dissociation (Coons, 1996; . Many researchers though reported surpassing scores for males on the frequency of dissociative disorders in various populations including children, adolescents, criminal offenders and forensic patients are reported as well (Kluft, 1996; Putnam et al., 1996) . These inconclusive findings can be attributed to methodological problems, such as comparing outcomes from classification systems with outcomes from questionnaires, different populations, and different instruments. For self gender outcomes are even more confusing because researchers have a tendency to make a distinction between an interdependent and an independent self-construal. The social, institutional, and cultural environment of the United States for instance promotes development of independence and autonomy in men and interdependence and relatedness in women (Bakan, 1966; Maccoby, 1990; Markus & Oyserman, 1989) . Therefore the outcome of the comparison is dependent upon the self-construal chosen which hampers the making of absolute statements on gender differences.
The comparatively few studies that did investigate both male and female CSA victims seem to indicate that the variety of maladaptive psychological behaviours and psychiatric disorders associated with CSA are expressed differently in boys and girls (Walker et al., 2004) . In general, girls manifest a tendency to internalizing behaviours (Butler & NolenHoeksema, 1994) . Boys on the other hand have been found to display a coping style in response to CSA characterized by more externalizing behaviours (Garnefski & Arends, 1998; Kuhn et al., 1998) . The different expressions of the impact of CSA on gender may be partly explained by the influence of CSA on gender identity. Male victims seem to become more commonly confused about their sexual identity and orientation in heterosexual relationships (Tzeng & Schwarzin, 1990) . Such confusion stems from any type of perceived responsiveness to the incident taking place from the same sex abuser and may lead to the assumption that the masculinity of the victim has been compromised (Moody, 1999) . In such cases boys may be more prone to acting out aggression and engaging in delinquent activities in an effort to compensate for and re-establish their perceived loss of masculinity (Rogers & Terry, 1984) . Girls on the other hand tend to display a more damaged self esteem and self blame, not only because of their tendency to ruminate, but also because in many cases they are often held responsible for the abuse by suggesting that girls seduced and encouraged the perpetrator (Carmen et al., 1984; Herman, 1981; Kohn 1987) , with shame and guilt feelings as a consequence. Additionally, fear and distress enhance a maladaptive vulnerability that stems from their perception that the world is a dangerous and threatening place (Feiring et al., 1999) . The above seems to be confirmed by case studies, where male victims of sexual abuse were found to have low self-esteem as well (Myers, 1989) . Expressions were as being flawed, and shame and guilt for participating in the sexual activities were reported as well, which later may become personality traits. Hunter (1990) reports significantly lower selfesteem scores for male victims of sexual abuse as opposed to non-victims. Dhaliwal et al. (1996) report reduced sexual self-esteem as a consequence of sexual abuse.
In contrast with the above studies where gender comparisons are more relative than absolute, in the present research possible differences in symptom reporting between the sexes will be tested using the same constructs and the same instruments.
Method

Sample
Seventy-five subjects, reporting CSA volunteered in our research. The total group consisted of seventeen men and fifty-eight women, ranging from sixteen to sixty-one years of age (M age males = 37.31; M age females = 37.83).
Procedure
Respondents were recruited through newspaper announcements and through contact persons, working in CSA self-help groups supervised by clinical psychologists, where group members were encouraged to both share and cope with their traumatic past by receiving support and understanding from their fellow group members. It should be noted that it was much harder to find male than female subjects. Furthermore the data of the male subjects were collected at another location and time. Hence the sessions consisted of either males only or females only. Before entering the first session a test battery was administered to each gender group consisting of a Checklist for CSA Characteristics, the BVAQ, the DES, and the LSQ.
Instruments
Checklist for Childhood Sexual Abuse Characteristics, specially developed for this occasion, mainly based on the results and insights derived from in-depth interviews taken by Ensink (1992) and Albach (1993) If otherwise mentioned all items were coded in a yes/no format. In the category perpetrator for instance the number of perpetrators could be indicated in the subcategory strangers. Duration related to the numbers of years the abuse had lasted and frequency related to how many times a week the abuse had taken place. In the category coercion misleading meant that the child was told it was perfectly normal for children to be involved in the kind of sexual activities the perpetrator demanded. Giving presents to the victims supposedly was a strategy to consolidate the bond between perpetrator and child and thereby avoiding betrayal. Threatening meant that the child would no longer benefit from all kind of privileges if it refused to cooperate. Giving the child the idea that he/she was responsible for the abuse by seducing the perpetrator was applied to ensure the abuse was kept a secret. The child was bad and should be ashamed. Exerting emotional pressure happened when the perpetrator convinced the child that he acted out of love and that revealing "our secret" would make the perpetrator very sad and would ruin his life. Physical pressure was another way of preventing the child from revealing the abuse. Finally memory recovery was investigated by asking the subjects whether he/she had ever experienced an episode of inability to recall the traumatic events and if so how many years this period lasted. (BVAQ, Bermond & Vorst, 1993) , consisting of five subscales (Vorst & Bermond, 2001 ) which relate to a reduced ability to: a) verbalize emotional experiences (Verbalizing), b) differentiate between emotional feelings (Identifying), c) reflect upon emotions (Analyzing), d) fantasize (Fantasizing), and e) experience emotional feelings (Emotionalizing).
Bermond-Vorst Alexithymia Questionnaire
Reliability and validity of the BVAQ are good (Vorst & Bermond, 2001; Bermond et al., 2007) . Assessing the prevalence of alexithymia is based on impairment of the cognitive component (sum total of reduced Verbalizing, Identifying, and Analyzing), as an impaired cognitive component (belonging to Type I and Type II alexithymia) appeared to be related to a broad range of psychological disorders ; see also the 2007 publication of Bailey & Henry for the relation between Type I & II alexithymia and somatization), while an impaired affective component (sum total of reduced Emotionalizing & Fantasizing) primarily related to activities where expressive behaviour and creative imagination were hampered. For both alexithymia components scores ≥ percentile 70 were used as an indication of impairment while scores ≤ percentile 30 were used as an indication of unimpairement. In the Moormann et al. study of 2008 the cut-off scores for the alexithymia types (based on a student population of 354 subjects) were computed as follows: raw scores ≥54.0 related to an impaired cognitive component while raw scores ≤43.0 related to an unimpaired cognitive component. Regarding the affective component raw scores ≥42.0 related to an impaired affective, while raw scores ≤34.0 related to an unimpaired affective component. Using the above cut-off scores for an impaired cognitive BVAQ component as an indication of the prevalence of alexithymia resulted in an incidence of alexithymia of 20.4% in the Netherlands and of 18.2% in Australia (Bailey & Henry, 2007) . On the basis of an albeit small clinical sample of 39, Taylor et al. (1997) suggest a cutoff value of 61 and above on the Toronto Alexithymia Scale (TAS-20). Despite the different instrument for alexithymia the statistics given in Finland (21.0%; Honkolampi et al., 2000) , using these TAS-20 cut-off scores, are practically the same as the statistics obtained with the BVAQ in Australia and The Netherlands. Older studies using a cut-off on the earlier 26-item TAS have reported rates of 23% for a normal group in France (Loas et al., 1995) and 18.8% in Canada (Parker et al., 1989) . Hence, the cut-off scores used in the present research seem a fair indication for the prevalence of alexithymia. Bernstein & Putnam, 1986) , a widely used self-report scale, containing 28 items, using a visual analogue scale (from 0-100). A Dutch adaptation was administered, consisting of the 3 subscales, as defined by Ross et al. (1995) : a) Absorption-imaginative involvement ("So involved in fantasy that it seems real"), b) Activities of dissociated states ("Finding oneself in a place, but unaware how one got there"), and c) Depersonalization / Derealization ("Not recognizing one's reflection in a mirror; Other people and objects do not seem real") Summing up all the scores and then dividing them by 28 results in the average DES score. The test retest reliability is good (0.84-0.96) and effectively differentiates patients with Dissociation from other psychiatric groups (Bernstein & Putnam, 1986) . The DES can be used as a screening instrument for Dissociative Identity Disorder (DID). However semistructured interviews are needed for a reliable diagnosis. Several cut-off values are used, ranging from 20 (Ross et al., 1991) to 31.3 (Bernstein & Putnam, 1986) . In The Netherlands the DES cut-off scores were validated using the outcomes from clinical diagnostic interviews (Boon & Draijer, 1993) , which resulted in an optimal cut-off score of 25 for the screening of DID. The mean DES scores in normal populations vary from 3.7 to 7.8, while scores of a group of a-select psychiatric patients vary from 14.6 to 17.0 (in Boon & Draijer, 1993) .
Dissociative Experiences Scale (DES -
Leiden Self Concept Questionnaire (LSQ ; Moormann & Duikers, 1984) . The items relate to intellectual functioning, social functioning, physical appearance and self-efficacy. It consists of 27 items, first formulated in the present tense (present self), then in the past tense (past self), and finally in the future tense (future self). Only the present self will be discussed in our study. 
Statistical analyses
First Independent-Samples t Tests will be run on all abuse characteristics (dependent variable) to identify whether the sexes (independent variable) differ on these variables. If so then in all analyses where means are compared it will be controlled for those abuse characteristics where sexes differ.
Regarding Hypothesis 1 it was decided to use cut-off scores to identify the prevalence of alexithymia, dissociation and low self in the CSA group.
Gender differences will be tested by again performing Independent-Samples t Tests with gender as independent and alexithymia, dissociation and self as dependent variable.
Results
Gender differences in abuse characteristics and age
The results are given in Table 1 and demonstrate that the sexes didn't differ significantly neither on any of the abuse characteristics nor on age. However there was one trend on anal penetration that was more prominent in male than in female subjects.
Regarding the category perpetrator only t-tests where the father had been the perpetrator (29% for males, 40% for females) could be computed as in all other cases one of the groups contained empty cells: 18% of the males reported abuse by brother or sister, none of the females; No males reported abuse by other relatives (grandfather, uncle, etc.) , while 24% of the females did; No males reported abuse by a family friend, while 6% of the females did; No males reported abuse by strangers, while the average numbers of abusive strangers was 1.12 for females; however 47% of the males reported abuse by people they knew other than relatives or a family friend, whereas none of the females did. Table 1 . Gender differences in abuse characteristics and age Because of empty cells only the scores for the father were given in Table 1 . None of the differences reached significance. The elevated percentages suggest a severe form of CSA.
The average abuse lasted 3-4 years (ranging from 1-30 years), and happened 3-4 times a week. Furthermore the prevalence of the various assaults (ranging from 16% to 100%) indicates severe abuse when considering: a. The high incidence of coercion measures ranging from 51% to 92%, b. The moderate to very high incidence of enforcing secrecy measures ranging from 35% to 94%, and c. The considerable incidence of reported memory recovery, e.g. 41% for males and 57%
for females with a mean duration of 8.19 years for males and 11.67 years for females. In one case a memory recovery had been reported after 46 years.
The finding that 71% of the males and 78% of the females reported that the abuse had started before the age of 10 suggests that we are really dealing with childhood sexual abuse.
Because neither on age nor on any abuse characteristic significant gender differences could be demonstrated, there was no further need for controlling for these variables in the upcoming statistical analyses where gender differences were tested on alexithymia, dissociation and self.
Impact of CSA on alexithymia, dissociation and self
Considerable evidence was found for Hypothesis 1, stating that CSA-victims display:
A high prevalence of alexithymia (e.g. scores ≥ 54.0 on the cognitive component of the BVAQ), as 40% of the CSA subjects (see Table 1 in the next chapter by Moormann, Albach & Bermond on alexithymia, dissociation and memory recovery) could be classified as either Type I (14%) or Type II (26%) alexithymia compared with the common guideline that about 1/5 th of the normal population is alexithymic (see Instruments for prevalence statistics).
High dissociation scores (DES/28 > 25), as the average DES scores of both male (M = 25.79) and female (M = 38.23) CSA respondents exceeded the optimal cut-off value of 25 (see Table 2 ), indicative of Dissociative Identity Disorder (DID). Regarding the incidence of severe dissociation it was found that 47% of male and 78% of the females had average DES scores > 25
A negative Self as the average Self scores for male (M = 88.39) and female (M = 71.06) CSA respondents (see Table 2 ) were far below the cut-off value for students (N = 1061) corresponding to ≤ percentile 30 (Mean LSQ ≤ 103). Unfortunately norms for the normal population were not yet available. However compared with the elderly (N = 30; 74-98 years of age) the scores of both male and female CSA respondents were also far below the cut-off value of 98, corresponding to values lower than percentile 25. Compared with poly hard drug addicts, known for a negative self, the average mean self scores of both male and female CSA respondents fell in stanine 4 (for norm references see Instruments).
Explorative part: Gender differences
In Table 2 the statistics for this paragraph are given. 
Discussion
Impact of CSA on alexithymia, dissociation and self
Subjects in our sample have been victims of severe CSA and the results on alexithymia, dissociation, self and memory recovery confirm the notion that severe CSA has a devastating effect on psychological health in adulthood. The incidence of alexithymia (40%) was found to be substantially higher than the statistics published in non-abused populations in various different countries (around 20%; see the BVAQ description in the instruments part). Furthermore it was found that 47% of males and 78% of the females had average DES scores > 25, indicating DID. Finally CSA respondents reported a negative self. The outcomes above can be criticized on a common problem with prevalence indices for psychological disorders, e.g. where the exact cut off value should be located to ensure a valid diagnosis of alexithymia, dissociation or self. To some extent cut off scores always remain arbitrary and subjective. Even when sensitivity and specificity requirements are fulfilled the choice of the criterion remains an arbitrary decision. Furthermore the reliability on the reported abuse characteristics, a common problem in all retrospective studies using self-report questionnaires, can be questioned as well.
Gender specific outcomes
The impact for female victims was significantly stronger than for male victims (see Table 2 ). This result parallels the outcomes of gender differences in normal populations. Women generally have both stronger dissociative tendencies and a more negative self. However, in general men are more alexithymic and less emotional than women. Our results indicate the contrary, e.g. CSA women were found to be significantly more alexithymic than men, but only on the cognitive component (reduced Verbalizing and Identifying). The credibility issue, discussed in the introduction, and still associated with the feminine stereotype (hysterical, emotional, fantasy prone, liar, etc.) might be responsible for the highly impaired cognitive component in women, as not being taken seriously by expressing doubts on the credibility of their accounts, hampers the formation between the emotional experience and its cognitive labels. This invalidating environment where cries for help of the abused child are ignored or denied, often even by the mother, is described by Huber (1997) as one of the four factors associated with the development of DID. On the affective component (reduced Fantasizing and Emotionalizing) however, the sexes did not differ significantly from each other, which is remarkable as well because women usually are more emotional than men (Carpenter & Addis) . The reported gender differences cannot be attributed to particular abuse characteristics because the sexes didn't differ significantly on any characteristic (see Table 1 ). It should be noted that in one category, e.g. 'perpetrator', only t-tests where the father had been the perpetrator (29% for males, 40% for females) could be performed, as in all other cases one of the groups contained empty cells. The data on perpetrators suggest, that adult relatives (grandfather, uncle) and strangers more often abused girls, while older siblings and adults they knew well, other than relatives (teachers, priests, coaches in sport c l u b s , e t c . ) , m o r e o f t e n a b u s e d b o y s . A s i t is extremely difficult to escape abuse in invalidating environments if an adult relative is the perpetrator it might be that threatening, physical violence and other coercions employed by the perpetrator to enforce secrecy (don't tell anybody about our secret otherwise …) have led to the reported higher impairment of the cognitive alexithymia component in combination with higher dissociation scores in female victims.
Gender differences from a neurobiological perspective
An alternative way of discussing the results is looking for neurobiological substrates explaining behavioural gender differences. Larger prefrontal lobe CSF volumes and smaller midsaggital area of the corpus callosum subregion 7 (splenium) were seen in both boys and girls with maltreated-related PTSD (De Bellis & Keshavan, 2003) . Subjects with PTSD did not show the normal age related increases in the area of the total corpus callosum and splenium. However this finding was more prominent in males with PTSD. Significant sex by group effects demonstrated smaller cerebral volumes and corpus callosum regions 1 (rostrum) and 6 (isthmus) in PTSD males and greater lateral ventricular volume increases in maltreated males with PTSD than maltreated females with PTSD. According to De Bellis and Keshavan their findings suggest that males are more vulnerable to the effects of severe stress in global brain structures than females. In the well-controlled, highly elegant study of De Bellis and Keshavan maltreated males with PTSD did show a trend towards reporting of more cluster C symptoms (e.g. avoidant and dissociative behaviors) than maltreated females with PTSD. The associated behavior includes efforts to avoid traumatic reminders, diminished interest in others, feelings of detachment, a restricted range of affect, and dissociation. Emotional numbing and diminished interest in others, particularly during development, may result in lack of empathy and an increased risk for anti-social behaviors and externalizing behaviors.
7.4
Incongruence between what is expected from the neurobiological substrate on gender differences in symptomatology and its behavioral manifestation However, our results on gender differences are the opposite of what would be expected from a neurobiological perspective. How can this be explained? De Bellis and Keshavan note that their cross-sectional investigation does not imply causation. Neither does our investigation. It is not possible to disentangle whether observed sex differences are the consequence of the stress and trauma or a preexisting risk factor for the development of a disorder. It might well be that the male subjects in our sample did not have a preexisting risk factor but instead a preexisting protective buffer (low levels of neuroticism) against the development of a specific disorder. In this context it should be noted that only seventeen male respondents were willing to volunteer in our research. They were hard to find. There is still a 'taboo' on talking about male sexual abuse, in particular because it concerned same-sex relationships, which could make others think the victim consented to the abuse and is homosexual. It might well be that the male respondents who were willing to share their experiences with others were the stronger ones with more healthy personality profiles (lack of neuroticism), who were better equipped to cope with the adverse effects of CSA.
Even though our findings are not in agreement with what could be expected from a neurobiological point of view they do correspond to the general notion that women display a higher level of symptom reporting than men (Wool & Barsky, 1994; Kroenke & Spitzer, 1998) . However it should be noted as well that one of the more controversial issues in terms of mental disorder diagnoses has been their differential sex prevalence (Hartung & Widiger, 1998) . The point to be made is that it cannot be denied that what is suggested by neurobiological studies, e.g. that males are more vulnerable to the effects of severe stress in global brain structures than females, does not always correspond to what has been reported on the behavioral level in symptomatology. Hence, it remains striking that women who on the neurobiological level are assumed to be less vulnerable to stress (the stronger sex) have on the behavioral level both a reputation for and do show the symptoms of vulnerability to stress in a wide array of activities (the weaker sex). It might well be that the immensely popular brain model in contemporary academic science also has its flaws and does not account yet for the more phenomenological (how people experience events and impressions) aspects of human existence. Anyway we sincerely hope that our research with all its weaknesses and limitations is challenging enough to stimulate future research on the virgin territory of gender differences in CSA.
Conclusions
CSA-victims display: 1) a high prevalence of alexithymia (40% as opposed to 20%, reported in general populations), 2) high dissociation scores (> 25 on the average DES), indicative of Dissociative Identity Disorder, and 3) a negative self.
The impact of CSA on alexithymia, dissociation and self is significantly stronger for women than for men, and cannot be attributed to differences in abuse characteristics and age.
